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Aortic homograft valve functioning for twenty-eight
years in the tricuspid position
To the Editor:
The case history of a patient with a Hancock porcine
heterograft valve (Medtronic, Inc, Minneapolis, Minn) im-
planted 22 years ago was reported by Wisheart.1 In 1971,
we2 reported the replacement of a tricuspid valve with a pre-
served aortic valve homograft for Ebstein’s malformation.
After 28 years, the patient is still alive and active with the
homograft.
A 12 year-old girl was admitted to our hospital for mild
exertional dyspnea and polycythemia. On June 18, 1970, she
underwent tricuspid valve replacement with an aortic homo-
graft and suture closure of the atrial septal defect. The homo-
graft was preserved in 70% alcohol for 7 weeks and was fixed
to a Shumway-Angell ring (No. 26) by 2-layer continuous
sutures. The reinforced valve was anchored to the “true anu-
lus” of the tricuspid valve with interrupted sutures so as to
leave the coronary sinus above it. No diastolic pressure gra-
dient was detected between the right atrium and the ventricle.
She was discharged from the hospital with sinus rhythm and
has enjoyed an active life.
The woman is now 41 years old and visited the outpatient
clinic for a follow-up study after 28 years. Physical examina-
tion revealed no cyanosis and only a Levine grade 2/6 dias-
tolic murmur over the precordium. An electrocardiogram
showed complete atrioventricular block with a ventricular
rate of 60 beats/min. Her condition was New York Heart
Association class II. Echocardiographic study revealed a
well-functioning homograft without evidence of calcification
(Fig 1). A diastolic pressure gradient between the right atrium
and the ventricle was estimated as 5 mm Hg. A color Doppler
study showed moderate tricuspid regurgitation.
Stark and associates3 reported that the longest surviving
homograft conduit was 22.7 years in his series of patients
with subpulmonary homograft conduits. Recently, Rizzoli
and coauthors4 reported long-term results of prosthetic valve
replacement in the tricuspid position, and the longest survival
time was 27.8 years after insertion of a mechanical valve.
However, the very long-term result of homografts in the right
side of the heart is still unknown. Between 1967 and 1969, 5
patients survived the operation in our hospital with homo-
grafts in the aortic or tricuspid position. All 4 homografts in
the aortic position were replaced within 9 years, 3 because of
valve malfunction and 1 because of infectious endocarditis.
On the other hand, the valve in the tricuspid position is still
functioning, probably because of the low mechanical stress to
the valve leaflets in the right side of the heart. 
In conclusion, the experience with our patient for more
than a quarter of a century suggests the feasibility of homo-
graft use in the tricuspid position, even in adolescents.
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Fig 1. Transesophageal echocardiogram revealed full opening (left) and adequate closure (right) of the homograft
valve. White arrows point to the Shumway-Angell ring and arrowheads point to the leaflets of the homograft. RA,
Right atrium; RV, right ventricle; LA, left atrium.
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Neurophysiologic assessment of nerve impairment
in posterolateral and muscle-sparing thoracotomy
To the Editor:
We read with great interest the recently published article by
Benedetti and colleagues1 on nerve impairment in posterolat-
eral and muscle-sparing thoracotomy. The authors reported
that neurophysiologic assessment of abdominal reflexes,
somatosensory-evoked potentials, and sensory thresholds to
electrical stimulation of the operative scar revealed that mus-
cle-sparing thoracotomy produced less intercostal nerve
impairment than posterolateral thoracotomy.
The technical differences between the posterolateral and
muscle-sparing thoracotomy should be considered2,3:
1. The skin incision is shorter in muscle-sparing thoracotomy.
2. The latisimus dorsi muscle is transected during postero-
lateral thoracotomy. The trapezius muscle may be divided if
wide exposure is required. The serratus anterior muscle is
usually elevated and retracted anteriorly. If necessary for
exposure, the serratus anterior is divided as close as possible
to its origins on the ribs.
Entry into the pleural cavity through the intercostal space
or through the periosteal bed of a rib and retraction of the
ribs are the same for both posterolateral and muscle-sparing
thoracotomies.
Intercostal nerves present at the intercostal space are most-
ly severed during entrance into the pleural cavity, and wide
spreading of the ribs is responsible for a major component of
postthoracotomy pain.4 Muscle-sparing thoracotomy avoids
transection of the latisimus dorsi and the serratus anterior
muscles, thereby decreasing postthoracotomy pain.5
We think that intercostal nerve impairment is not the sole
contributing factor in the neurophysiologic difference
between the two types of thoracotomy. The data presented by
Benedetti and colleagues should also have represented that
nerves innervating the chest wall muscles (eg, the thora-
codorsal nerve) and nociceptors of the skin have an important
contribution to postoperative pain.
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